There has been a considerable increase in interest in the surgical management of intractable epilepsy in children. Better methods of diagnosis and improved knowledge of natural history and results of surgery have been major factors in this phenomenon. The results of surgery in 76 patients who were 19 years of age or younger are reported. Success rates, defined as no postoperative seizures with loss of consciousness (Engel Grades I and II) were 78% in 52 patients treated by temporal lobectomy, 75% in eight patients who had extratemporal resections, 80% in 10 children treated by hemispherectomy, and 33% in three patients treated by corpus callosotomy.
. Representative hemispherectomy specimen obtained in a 6-year-old boy who has been seizure free for many years, graduated from college, and is leading a normal life.
Structural lesions presenting as intractable seizures were encountered in 19% of patients, and the nature of these lesions is specified in Table 3 .
The majority of patients had partial complex epilepsy and were treated by temporal lobectomy; [1] most of these patients were included in a prior report. [6] When postoperative success is defined as no seizures with loss of consciousness (Engel Grades I and II) satisfactory results are found in 70% to 80% of patients undergoing temporal lobectomy, 60% to 80% of those who had extratemporal resections, 70% to 80% of patients undergoing hemispherectomy, and approximately 40% to 50% of those treated with section of the corpus callosum. [7] The results for our series for patients followed at least 2 years are given in Table 4 .
DISCUSSION
The results of standard methods of surgical management are similar in adults and children. The advent of more sophisticated methods of diagnosis has increased the accuracy of diagnosis and the reliability of selection of surgical candidates likely to benefit. The ability to use modern methods of functional imaging such as positron emission tomography, single-photon emission computerized tomography and functional magnetic resonance imaging promises not only better surgical results, but has also shed new light on basic issues related to the developing brain, its organization, and its function. Advances in concepts and techniques of electrophysiological recording of seizures continue to be made and contribute greatly to accuracy of diagnosis and efficiency of surgical therapy.
It does appear that early surgical intervention in appropriate cases can arrest progressive deleterious changes in the developing brain. These include progressive epilepsy, mental retardation, behavioral disorders, and neurological deficit. Additionally, the plasticity and redundancy available in the developing brain allow children to compensate for brain resections that might not be advisable in adults.
The challenge for the surgeon is the accurate identification of optimum candidates. The seizure disorder must be intractable and preferably progressive, worsening over time. It must be refractory to a comprehensive evaluation of anticonvulsant drug therapy accomplished in a timely fashion. There should be a focal area of pathology or altered brain function. This can be evaluated by a number of different diagnostic modalities including electroencephalography, magnetoencephalography, ictal single-photon emission computerized tomography, positron emission tomography, magnetic resonance imaging, and functional magnetic resonance imaging. The synthesis of clinical, developmental, genetic, electrophysiological, imaging, metabolic, drug response, and natural history data should allow for increasingly accurate case selection. These advances, combined with refinements in surgical technique should lead to improved outcomes in this difficult group of pediatric patients with intractable seizure disorders.
